few physicians regularly inform the family of the treatment plans while others negotiate various aspects of the plan with the family. Moreover, although some physicians skillfully communicate about prognosis and goal setting, others are indirect and evasive and inadvertently create expectations for unlikely outcomes. As a result, the family questions the goals of care and the healthcare team's commitment to aggressively treat Mr Nelson.
In the ICU, Mr Nelson has been intermittently confused and lucid. While confused, he tries to remove his tubes and disconnect himself from the ventilator. While lucid, he writes on a message board that he wants to be taken off the ventilator and be allowed to die. Each time he has expressed these wishes, his wife and children insist that they want all support to continue and "everything" done. Mrs Nelson has said repeatedly that he "does not know what he is saying" and that she cannot believe that he does not want to live. When reminded of his medical directive, she becomes angry stating that she is responsible for treatment decisions and that she cannot allow him to die.
Mr Nelson has experienced 3 acute deteriorations in his health. Each time, the healthcare team called the family together because they thought that Mr Nelson was dying; each time he did not. The healthcare team has made multiple attempts to communicate his poor prognosis to his family. Although Mr Nelson's wife and daughters admit that he would not want to live in this condition, his son actively resists any suggestions about limiting aggressive care. Mr Nelson's wife is vigilant at his bedside, often questioning the reasons for medications and procedures. Although pleasant, she appears agitated and distrustful at times, repeatedly stating that the team has "given up" on her husband. Over the course of her husband's stay in the ICU, Mrs Nelson has withdrawn from her interactions with the healthcare team and now refuses to discuss her husband's care with anyone who suggests limiting treatment.
Introduction
The purpose of this article is to examine how trust models can help clinicians better meet Mr Nelson's needs and the needs of his family. The model for Transactional Trust is introduced and 3 types of trust are described. Ways to assess and rebuild trust with Mr Nelson's wife and son, who have grown to distrust the care team, are examined.
Trust
Broadly speaking, trust is "confidence in and reliance upon others, whether individuals, professionals, or organizations, to act in accord with accepted social, ethical, and legal norms." 1 In the critical care setting, trust must be present in each encounter with patients and families, among interdisciplinary healthcare professionals, and across all levels of the healthcare organization to achieve optimal patient outcomes 2 and create a healthy work environment. 3 Under conditions of great vulnerability such as Mr Nelson's critical illness, trust becomes especially fragile.
Trust and betrayal are 2 dichotomous forces that affect the quality of relationships at the interpersonal and intrapersonal, team, and organizational levels. 4 These 2 forces coexist in human interactions and are considered fundamental to developing and maintaining relationships, achieving outcomes and goals, and ensuring the integrity of individuals, processes, and structures. Healthcare organizations, for example, demonstrate their trustworthiness by putting into place integrated systems with a clinical, educational, and administrative infrastructure that can enable healthcare professionals to practice in accord with professional competencies to achieve the desired patient outcomes.
Trust is built incrementally and earned behaviorally. [4] [5] [6] While individuals may claim that they value trust, it is only their behavior that actually builds it. A person's capacity for trust refers to a readiness and willingness to trust oneself and others; thus, trust is influenced by perceptions, beliefs, and expectations of oneself and others. 4,7 A person's capacity for trust expands or contracts, depending on positive or negative experiences and perceptions of reality in a particular situation. 4 For trust to expand, participants in a relationship interact with each other with unguarded honesty, openness, and authenticity. An expression of their capacity for trust, trustworthy behaviors are an outgrowth of conscious or unconscious choices and depend on a person's level of awareness, readiness, and willingness. 4 Betrayal often coexists with fear, anger, disengagement, disrespectfulness, or untrustworthy behavior. Betrayal is defined as an actual or perceived breach of trust and can be intentional or unintentional. 4 Actual or perceived betrayal diminishes the capacity for trust. How individuals respond to perceived betrayal is, in part, determined by their past experiences and their capacity for trust.
Mr Nelson's family, for example, may perceive that the healthcare team no longer acts in his interests because suggested interventions are incongruent with the family's understanding of what is best for him. The family's capacity to trust may also be diminished in the current situation as a result of past experiences, such as when a diagnosis was missed or concerns were dismissed. Similarly, some clinicians may perceive that their expectations as to how they will interact and make decisions with the family have been violated, or they may feel that their competence is being challenged when patients or families do not follow prescribed care. When family members disregard the preferences documented in a medical directive, clinicians may feel that they are being asked to betray deeply held professional values and an explicit promise to act on the patient's behalf. Both parties may be responding to each other from a diminished capacity for trust that results from experiencing each other's behaviors, consciously or unconsciously, as betrayal.
Trust is complex, emotionally provocative, and multidimensional and essential to the holistic care of critically ill patients. When parties within a relationship have a diminished capacity for trust, misunderstandings, diminished cooperation, and conflict often result.
A Model for Transactional Trust
The Transactional Trust component of the Reina Trust & Betrayal Model offers guidance in creating a trustworthy environment for care ( Figure 1 ). Trust is transactional in that it exists in relationships between at least 2 parties, involves a mutual exchange, and is created incrementally over time. 4 Transactional trust contains key elements found in analyses of the concept of trust in the literature. 5, [8] [9] [10] [11] [12] [13] Its elements are congruent with the standards for a healthy workplace environment, 3 especially skilled communication, true collaboration, effective decision making, and authentic leadership. 3 Each element relates to and integrates with the others to create trustworthiness. Trust, or trust of capability; (2) Contractual Trust, or trust of character; and (3) Communication Trust, or trust of disclosure. 4 For each type of trust, the model specifies behaviors that are essential for building that trust and suggests ways to interact with patients and families.
Competence Trust: The Trust of Capability
Competence trust involves honoring the inherent wisdom that resides within each person to know oneself and what is right for them and to honor the knowledge and skills that they possess. Applied to critical care, the competence of the critical care professional, patient, and family must be considered within their respective roles to build trustworthy relationships. When competence trust is present, patients and families feel respected and are able to utilize their abilities to make decisions; cope with disease, disability, and death; and carry out treatment plans. Likewise, critical care clinicians are able to practice congruently with practice standards, ethical norms, and professional guidelines.
From a professional perspective, competence is a foundation for critical care practice. It involves more than technical caregiving skills. Competence requires matching knowledge, skills, and behaviors with the needs of patients, families, colleagues, and institutions to create trustworthy relationships and service. This is consistent with the AACN's Synergy Model for Patient Care, 14 which considers the patient's needs and unique personal characteristics in the context of family and community, and of nurses and where they practice. 15 Competence also encompasses skills in communication, ethical deliberation, professionalism, and clinical judgment.
In critical care settings, where events are often unpredictable and stakes are high, critical care professionals must understand the patient's disease trajectory and prognosis, the contours of possible treatments, and the benefits, burdens, and boundaries of ethically permissible actions. Clinicians must work with each other and with the patient and family to develop patient-centric goals and treatment plans. Ongoing communication is critical. Although families unable to accept a poor prognosis may appear to question the care team's competence, their concern often reflects a fear of an uncertain or unwelcome outcome. In Mr Nelson's case, the care team repeatedly declares that he is dying; yet, each time he survives. As a result, the healthcare team's credibility is compromised and trust is undermined.
Critical care professionals can build competence trust by trusting in the capabilities of others, including patients, families, and colleagues, supporting each person's talents, and seeking input into decisions and plans. It requires that clinicians practice humility, engage in inquiry, honor the patient's choices, and express compassion. Table 1 includes questions that can be used to assess competence trust.
Acknowledge People's Skills and Abilities
Critical care professionals demonstrate competence trust when they work closely with patients and families to clarify their intentions and assess their preferences. The act of engaging the patient and family in exploring and understanding the implications of certain decisions on the whole person and the family system acknowledges their knowledge, skills, and abilities and demonstrates respect. Critical care professionals can build or, when necessary, rebuild competence trust by engaging in an ongoing process of inquiry and reflection. End-of-life discussions represented in Mr Nelson's case can be framed to honor both the hopes of the patient or family and the reality of the situation and to simultaneously prepare for the possibility of death. Encouraging but not imposing such a framework can support the evolution of both hope and preparation for death as the patient's condition deteriorates. In Mr Nelson's case, talking with the family members about how he lived his life and listening to their stories about him can help them feel understood and heard. Clinicians can engage the family in guided reflection, ask them what Mr Nelson would want in this circumstance, explore their fears, and work with them in the synergistic process of "hoping for the best and planning for the worst." 16 A supportive approach does not demand that the family abandon its hope for Mr Nelson's continued survival but allows ongoing dialogue about the possibility of death.
Allow People to Make Decisions and Seek Their Input
Competence trust supports patients and families in their own decision-making process and involves others who can support and facilitate patients' or families' own internal resources. Inquiring about how they can be helped and supported, the strengths that serve them as they navigate through difficult times, and practices that support their well-being acknowledges the inner capabilities of patients and families. 17 Trustworthiness in Mr Nelson's situation requires that the healthcare team truly honor and respect patient and family choices that may differ from what the healthcare team propose. Clinicians must not be judgmental lest the family's trust get contracted, leading them to feelings of betrayal. Feelings of betrayal can be exacerbated by the Nelson family's past or current experiences. The Nelsons' faith may be weakened because prayers for a full recovery have not been realized, thereby diminishing their capacity for trust. 18 Conceivably, Mrs Nelson may feel betrayed by her husband's desire to discontinue treatment. Whatever has diminished capacity for trust, the Nelsons are unable to engage openly with the healthcare team.
These breaches of trust can be magnified when system issues create discontinuity among care providers, ineffective communication and decision making, or inadequate support systems.
The healthcare team feels challenged in responding to Mr Nelson's wife and children in trustworthy ways. Rather than withdraw and threaten abandonment, they must engage, ask questions, and seek to understand. Clinicians need to resist inclinations to distance themselves but, instead, remain fully present to the family. 19 Trustworthiness is cultivated on the basis of the healthcare professionals' capacity for presence and their ability to bear witness to the struggle of others as well as their own. 19
Help Patients and Families Learn New Skills
At this point in Mr Nelson's disease trajectory, the care team can also build trust by turning to caring practices to lessen his pain and suffering and to offer his family coping skills and alternative ways to be with him in his current condition. Deliberate use of systems thinking can help the critical care team focus on holistic interrelationships and the broader needs of the patient and family. For example, the team members can focus on the Nelson family's need to provide physical care and offer them opportunities to create his legacy through a life review, memory making, and other closure activities. 17 These activities increase competence trust by the family by recognizing and supporting their own inherent strengths, skills, and knowledge.
In cases like Mr Nelson's, competence trust includes accepting the perspectives of the patient and his family as legitimate and meaningful, and working to bridge the gap between them and the perspectives held by healthcare professionals. This means evaluating the goals of the patient-professional relationship, the outcomes of the process, and the process itself as time moves forward.
Contractual Trust: The Trust of Character
Contractual trust, another dimension of transactional trust, is based on the confidence that promises that are made will be kept. Promises may concern the expectations patients or their families have about outcomes, treatment processes, or potential complications to the boundaries and tenor of their relationships with healthcare professionals.
Contractual trust is evident in the AACN standards related to collaboration, effective decision making, and appropriate staffing 3 ; it is also consistent with several precepts of the American Nurses Association Code of Ethics for Nurses. 20 The behaviors that build contractual trust include managing expectations, establishing boundaries, delegating appropriately, encouraging mutually serving intentions, keeping agreements and consistency. Table 2 sets forth questions that assess contractual trust.
Manage Expectations
Despite attempts of the critical care team to make full disclosure of the likelihood of outcomes and complications, patients and their families may perceive that certain promises have been made. During the informed consent process before a course of treatment, for example, the patient and family may interpret possibilities for treatment as promises for certain outcomes. In the Nelsons' case, the patient and the family may have expected that his heart function would be corrected with surgery. When complications arose and the outcomes they hoped for did not occur, they may have felt betrayed. Unless expectations are clarified and managed, the risk of not meeting them is high. Trust erodes when expectations remain unmet.
One role of critical care clinicians is to make expectations explicit and to clarify the limits and boundaries of what can be done to treat the patient's condition. Clinicians must resist inclinations to offer solutions that are unfeasible or are unlikely to change the outcome, in the attempt to lessen patient and family discomfort. Difficult cases involving long stays in the ICU, where outcomes cannot be predicted with certainty, involve repeated attempts to reassure and inform the patient and family of progress and prognosis. Often wellmeaning reassurance inadvertently results in allowing hoped-for expectations to remain implicit. 21 Families who hold on to or form unrealistic expectations will likely feel betrayed when those expectations are not met. In lifethreatening situations where patients, families, and healthcare professionals may be overwhelmed by emotion, it is critical that expectations are explicit and realistic.
Mr Nelson and his family came to the ICU with the clear expectation that the interventions offered would cure him, giving the outcome they sought. Mrs Nelson and her children, especially her son, appear to be unclear about how to relate to the healthcare team, what roles to play, or how to participate in Mr Nelson's care. The healthcare team needs to engage with the family to clarify expectations at this course in his illness and clarify how they would like to participate in his decision making and care. In the highly unlikely event that Mr Nelson recovers well enough to leave the ICU, his family must be prepared for what outcomes they can expect.
It is also the clinician's role to make explicit what patients or families can expect in terms of frequency of communication, sharing of bad news, and discussing goals and other aspects of care. Unspoken expectations about the frequency and quality of communication with healthcare professionals can create opportunities for trust to be broken. The Nelsons, for example, may have been told that they would receive information at a certain time, but if this does not occur as expected, it can intensify their withdrawal because trust has been broken.
Establish Boundaries
One key behavior to foster contractual trust is to work with patients, families, and colleagues to clarify the meaning and conditions of the relationship. Establishing therapeutic and professional boundaries, and identifying shared intentions about the relationship, helps avoid unintentional betrayals and creates a shared understanding of expectations and of responsibility that are essential to building trust.
Clear boundaries, the limits of the professional relationship that allow for a safe, therapeutic connection between the professional and the patient, are essential for trustworthy relationships. The beginning of a therapeutic relationship is the best time to establish respectful boundaries with patients and families. Later, circumstances marked by increasing vulnerability may make maintaining a balance of engagement and separateness more difficult, especially if either party has a diminished capacity for trust. 4 Boundary violations, either constricted or diffuse, can undermine trustworthiness. 4 Critical care professionals, patients, and families may employ constrictive or controlling behaviors to create a sense of safety from the uncertain and unpredictable events that are inherent to critically ill patients.
Constrictive or controlling behaviors are manifest in multiple ways: as rigidity in the individual's actions and thought, or as criticism of 
Manage expectations

How do HCPs clarify their understanding of the patients' and families' expectations of treatment and relationships?
Are the patients' and families' expectations attainable?
What implicit (unspoken) expectations of patients and families or the healthcare team should be made explicit?
What patient and family expectations are being met and not being met?
What might interfere with meeting patient and family expectations?
How do HCPs respond when patient and family expectations are not being met?
Establish boundaries
Does the patient and family understand the roles and responsibilities of the healthcare team? Do HCPs understand the roles and responsibilities of the patient and family?
How do HCPs help the patient and family see their roles and responsibilities in the healing relationship?
Are there interpersonal boundaries that need to be established or clarified? If so, how might this be done?
Delegate appropriately
How do HCPs invite patients and families to participate in care?
What can be delegated to patients and families to assist in the care of the patients?
What concerns do HCPs have about delegating to patients and families or their participating in care?
How do HCPs know that patients and families clearly understand the activities delegated to them?
How do HCPs ensure that patients and families have the resources to carry out the treatment plan?
Encourage mutually serving intentions
What intentions (eg telling, asking, understanding) do HCPs have in their interactions with patients and families?
Are patients and families aware of each HCP's intentions toward them?
How do the intentions of HCPs serve them and others?
What assumptions do HCPs make about the intentions of patients and families?
What clarification is needed to verify the intentions of patients and families?
Keep agreements
Are agreements or promises clear and understood by patients and families and the healthcare team?
To what extent are agreements and promises honored?
How do HCPs respond when they are unable to meet an agreement and promise?
Are agreements and promises renegotiated when not met?
Be consistent
To what extent do HCPs consistently communicate, provide care, and make decisions regarding the patient's care?
To what extent do different teams or team members respond to issues and concerns similarly?
Are policies and practices applied in a reliable way?
Are policies, norms, and practices applied fairly?
Do some patients and families receive "special" treatment?
Does the patient and family have equal access to healthcare team members, treatments, and services? others not sharing the same values. It can also be manifest as distancing behaviors, ranging from emotional withdrawal, physical isolation, and superficial interactions to raging, hostility, or distraction in a flurry of activity (ie, keeping busy to avoid feeling the feelings). 22 Healthcare professionals who believe that death represents failure may distance themselves as they attempt to avoid situations that arouse feelings of guilt, sorrow, or grief. 23 Nurses' intimate contact with patients and families puts them at added risk. Patterns of "overinvolvement" may be the clinician's attempt to relieve feelings of loneliness by establishing connections; inappropriate disclosures and interactions, including breaches of confidentiality, may be much the same. Whatever form they take, boundary violations can undermine relationships and break trust in every sphere-personal, professional, and community. Boundary violations are at risk in the Nelsons' case, given Mrs Nelson's contracted trust, as evidenced by her withdrawal, and her son's anger. Although the critical care team members believe that Mr Nelson is dying and his condition is irreversible, they cannot engage the family in considering limitations of aggressive treatment. Members of the critical care team need to guard against trying more aggressive actions to coerce the Nelsons to agree with them. Their role as professionals is to accept the Nelson family's differences in position as authentic and to engage with the family to work in the best interests of the patient.
Delegate Appropriately
Contractual trust also involves matching the needs of patients and families to participate in care with appropriate opportunities, resources, and support. Critical care clinicians must be mindful to consider ways to engage patients and families in meaningful participation in treatment and caregiving. Understanding how patients and families wish to participate and their own assessment of their capacities to do so is the foundation for delegating appropriately. Mr Nelson's wife has been a constant presence at his side. She may have preferences about how she would like to care for him but have insecurities about her ability to do so. Without intentional discussions with her, the critical care team could make unfounded judgments about her interests and skills. Therefore, ongoing dialogue on the changing needs of the patient and family should be encouraged to avoid situations that may inadvertently break trust.
Encourage Mutually Serving Intentions
Encouraging mutually serving intentions is another element of contractual trust. Contractual trust is facilitated when the care team works with patients and families in mutually enhancing ways toward a common goal. The resulting interdependence and equity creates synergy that helps healthcare professionals avoid a paternalistic stance and instead respect the ability of the patient and family to act on their own behalf. Critical care professionals are more likely to succeed if they are as interested in the patient's needs as in their own actions. Medical and nursing codes of ethics define service as the intent to promote the interests of patients and families. 20, 24 Mutually serving intentions can be undermined, as evidenced in Mr Nelson's case. Although the critical care team may believe that they are being supportive, their words and behaviors may convey the opposite. The case is complicated by Mr Nelson's own wishes, conveyed earlier in his treatment. By failing to follow through on Mr Nelson's wishes and refusing to discuss treatment options, Mrs Nelson and her son are communicating their lack of trust in the healthcare team, or perhaps in their own ability to make decisions on his behalf. They may not perceive the critical care team to be listening and responding tothe family's concerns and exploring what could be mutually serving. The Nelsons may experience their own voice and views as disappearing, and their trust in the healthcare team as well.
Similarly, the critical care team may feel that they are at odds with the family's goals for Mr Nelson's treatment. They may perceive that the family is asking them to do things that undermine their sense of professional integrity, leading to moral distress. 25 Restoring this type of contractual trust requires attention to building a common purpose and goals among the patient, family, and critical care team.
Be Consistent
The consistency and reliability of individuals in honoring commitments makes or breaks contractual trust. 4 Disruptions in the continuity of the care team often undermine trust, especially when there are frequent changes in approach, information sharing, decision making, or leadership. With each transition, the continuity of relationship between the critical care team and family is disrupted. Trust can be built by creating systems of care that support continuity and consistency in approach, decision making, communication, and staffing. The rapidly changing condition of critically ill patients necessitates an ongoing process of care planning and decision making, and keeping agreements to preserve trust. In Mr Nelson's 5-month ICU stay, for example, the care team and its approach have changed frequently. With each transition, the continuity of relationship between the critical care team and family was disrupted. Strategies that enhance continuity of the treatment plan, care providers, resources, and support systems can help rebuild competence trust.
Communication Trust: The Trust of Disclosure
Communication trust is essential to a safe, healing environment, one where critical care professionals can develop and sustain relationships with patients and families, function in cohesive and productive teams, and preserve their professional and personal integrity and that of their colleagues and organization. 2 The first standard for a healthy workplace is skilled communication; closely related is the ability to address and manage conflict. 3 Healthcare professionals foster communication trust when they share information, tell the truth, admit mistakes, maintain confidentiality, give and receive constructive feedback, and speak with good purpose. 4 These behaviors demonstrate the willingness to disclose and the quality of that disclosure. Table 3 outlines key areas to assess communication trust.
Share Information
When rooted in respect, communication trust provides the basis for shared decision making and informed consent. This type of trust is fostered when the healthcare professional shares information that the patient or surrogate identifies as relevant and meaningful. For Mr. Nelson and his family, exploring their preferences for information disclosure and decision making is essential. Moreover, disclosure of information must focus on the patient's and the family's understanding of the meaning of the information and its relevance to outcomes and complications. Inherent in information sharing are opportunities for misunderstanding or misinterpretation. Clinicians must be inten-tional about creating opportunities for ongoing discussion.
Tell the Truth
Truth-telling involves neutral disclosure of various options, the likelihood of their occurrence and their consequences, and the degree of uncertainty surrounding the treatment. Truth-telling also includes professional recommendations about the most desirable option on the basis of their understanding of the person, diagnosis, prognosis, and expertise. Open communication about these issues decreases the likelihood of making decisions without adequate notification and involvement.
Communication in life-and-death situations, such as Mr Nelson's, requires particular honesty and clarity. Especially under conditions of uncertainty and ambiguity, patients and their families need to be alerted to the fact that the goals of care may change over time.
Although Mr Nelson and his family began treatment with the goal of significant improvement in his cardiac function, over time that goal was no longer attainable. Other goals such as comfort, breathing without ventilator assistance, increasing periods of alertness, and so on may become priorities. Patients and families should be encouraged to communicate openly with the care team; the information they share may improve the ability of the team to respond promptly and follow through on care issues.
In Mr Nelson's case, open communication can help minimize the risk of further marginalizing the family's involvement in his care. Truth-telling requires that the team members share what they do not know along with what they do know. Complete disclosure includes sharing the possibility of death with Mr Nelson if he has another period of lucidity and with his wife and children, explaining its likelihood, and the nature of choices that will be available to them. Without this exchange, there can be no informed consent.
Admit Mistakes
Admitting mistakes is essential for communication trust to exist between a clinician and the patient and his or her family. If a clinician did make a mistake in Mr Nelson's care, for example a medication error, his family definitely would want to know about it. For communication trust to exist, it is important that team members feel safe enough to admit and 
Share information
Is information provided willingly, completely, or are patients and families told "what they need to know"?
How do patients and families access information from the healthcare team?
Do patients and families have what they need from HCPs and/or the healthcare system?
Tell the truth
Is information shared with patients and families honestly and accurately?
Are there safe forums for patients and families to express views and concerns?
How are tendencies to assume, prejudge, or overreact managed? Is the truth told or exaggerated, "spun," or selectively disclosed?
How are different opinions about the "truth" heard and mediated?
What is the whole truth that needs to be heard?
What gets in the way of truth telling?
What situations cause concern about truth telling?
What support do you need to be able to fully tell the truth?
Admit mistakes
Do healthcare team members readily admit any mistakes that occur?
How do HCPs take responsibility for mistakes?
What happens when people admit mistakes?
Is there a respectful process for disclosing, systematically analyzing the root causes, and providing support when an error occurs?
Give and receive constructive feedback
Are patients and families and HCPs able to give feedback in a respectful and growth-producing way?
Are patients and families and healthcare team members receptive to feedback?
How do HCPs respond to negative feedback, disagreements, or different views?
Do HCPs provide higher purpose feedback focused on the patient's and family's expectations and needs, or do they provide feedback with the intent of proving another person wrong?
Maintain confidentiality
Are preferences for privacy discussed with the patient and family?
Are competent patients asked who should have access to information about their treatment and condition?
Are the norms for disclosure of information about the patient with other members of the healthcare team discussed?
Are institutional mechanisms to protect the patient's privacy discussed?
How are boundaries of confidentiality honored and respected? take responsibility for their mistakes versus living in fear of major repercussions. Establishing a respectful process for disclosing, systematically analyzing the root causes, and providing support when an error occurs is necessary for effective patient care and communication trust among the healthcare team members.
Speak with good purpose
Give/Receive Constructive Feedback
In a life-and-death situation such as Mr Nelson's, giving and receiving constructive feedback between clinicians and patients/families is vital. The message is important, but how the message is delivered affects the receptivity of the feedback. If the feedback is given in a respectful manner and the intention being a higher purpose focused on the patient's and family's expectations and needs, then the relationship has the opportunity to grow. Providing feedback with the intent of making the person wrong is counterproductive. In addition, how the healthcare team member responds to negative feedback, disagreements, or different views significantly affects the trusting relationship between clinicians and their patients and families.
Maintain Confidentiality
Paramount to the trusting relationship is the degree of confidentiality that is maintained between the clinician and the patient and family. Norms for disclosure of information about the patient with other members of the healthcare team need to be discussed and clarified. Institutional mechanisms to protect the patient's privacy and boundaries of confidentiality need to be honored and respected. Questions to assess this area of communication trust are presented in Table 3 .
Speak With Good Purpose
Speaking with good purpose is essential to promote communication trust. When patients, families, and clinicians speak with good purpose, they speak directly to one another regarding their issues and concerns. 26 Honest, clear, and respectful communication contributes to building the foundation of trust essential to compassionate and holistic patient care. Critical care professionals may inadvertently create an opportunity for betrayal by creating an illusion of choice or control when none exists. According to the critical care team, Mr Nelson's condition is irreversible and it believes that he is dying. Offering Mr Nelson's wife and son the option to pursue aggressive life-sustaining treatments may inadvertently give them the impression that they have the option to choose recovery and enhanced quality of life. In reality, the only choice they have is how he lives until he dies; it is not a matter of whether he will die but when and how. This degree of clarity and honesty can facilitate the family's understanding of Mr Nelson's condition and their grieving.
Building Trust: An Ongoing Commitment
The goal of critical care clinicians is to deliver the best care possible to critically ill patients and families in a reliable, consistent, and trustworthy manner, no matter the diagnosis or prognosis. This article provides insight into how to create a trustworthy path of care for critically ill patients and families. The Transactional Trust component of the Reina Trust & Betrayal Model identifies behaviors that build trust. When critical care professionals become aware of the myriad ways that trust can be built, they are able to alter their communication, decision making, and behaviors in trustworthy ways. This awareness can lead to the development of intentional strategies that can be integrated into each critical care encounter, thereby allowing critical care clinicians to fulfill their promises to patients, families, and themselves.
